cancer of the cervix treated with tampons soaked in strong chloride of zinc solution (300 gr. to the ounce). Mr. Johnson's analysis of the material forming the pessary had shown it to contain oxide of zinc; it seemed possible that in this case a caustic zinc salt had been formed by some acid present in the vaginal secretion, and so caused the sloughing described.
Dr. HEYWOOD SMITH said that he thought if the sloughing had been due to contact of the vaginal wall with the pessary it would most probably have been limited to the upper portion of the vagina, and not have spread over the whole vaginal mucous membrane. He was rather, therefore, inclined to support the view that Dr. Eden had propounded, that the vaginitis was possibly due to some microbe introduced with the pessary. As to the question of innocuous pessaries, the first requisite was that they should fit; and in many cases, having procured a well-fitting pessary, be had a copy made in hollow aluminium, which could be worn without producing any sensation of its presence.
The Rectum in Gynacology. By E. STANMORE BISHOP, F.R.C.S. THE lower end of the intestinal tract is in such intiuate relation to the genitalia in both sexes that it is impossible to ignore its existence, or overlook the many ways in which it and they may act and react upon each other; frequently also the condition of the rectum may complicate operative work intended in the first instance for the relief of genital affections or the repair of genital injuries. Especially is this the case when those affections or injuries occur in women. Lying in close contact with each other, separated for some distance simply by their own walls, acted upon by the same muscles, actuated by the same nerves, it is inevitable that the rectum and vagina mu6t participate in large degree in the same diseases, the same malformations, and the results of any injuries to the perineal region.
The functions exercised by the rectum are constantly being affected by the condition of the genital organs occupying the same cavity. A retroflexion of the uterus which has become adherent in Douglas's pouch will interpose a mechanical obstacle to the passage of faecal material through the tube behind it; an adherent inflamed Fallopian tube or tubo-ovarian abscess in the same position will not only do this, but will render such passage extremely painful-so much so that the patient may chiefly complain of this painfuLl defaecation. An abscess in the broad ligament will stiffen and render abnormally resistant one or more of Houston's valves, and no little of the sufferina associated with the initial lesion may be due to the straining necessary to force rectal contents past the tender, narrowed areas so produced. And the mischief is reciprocal. One of the main difficulties against which the gynaecologist has to contend is habitual constipation in women, and in these days of abnormal activity on the part of the Bacillus coli it is hardly necessary to enlarge upon the dangers of leaving cultures of this organism for a long period in contact with the tissues, especially in the near vicinity of those which have already had their resistance decreased by the labours of other microbes. The condition known as mnuco-colitis is peculiarly characterized by its almost constant association with some morbid condition of the reproductive organs, and in many other ways, which will readily occur to all present, the condition of the rectum becomes of very great importance to the pure gynaecologist; so that I conceive that no apology is needed for the introduction of the subject of rectal conditions in the Section devoted to gynaecology.
For purposes of diagnosis the importance of the use of the rectum for bimanual examination may well be emphasized. When the condition of the os and cervix, and of the vaginal walls, has been determined by visual examination through a speculum, there is little more, except in certain cases where the necessity is obvious, to be learnt by touch that cannot with equal or greater ease be obtained by the internal finger within the rectum. I pass over its preferability in the unmarried, for even in those-the married women-in regard to whom no such question arises, the advantages of the rectal over the vaginal finger are great; the rectal finger can penetrate much further into the pelvis, since its range of observation is not blocked by the resistance of the fornices. The relative greater lateral mobility of the rectal tube allows the finger to travel with ease from side to side of the pelvis whilst passing behind everything therein contained except its own posterior wall. If the patient is in the lithotomy or left Sims's position, and the operator's left hand is used within, the palpating surface of the finger will face everything present in the pelvic cavity, and when opposed by the right hand upon the abdominal wall, will be able to the best advantage to fairly estimate the size, position, resistance, mobility, and all other important characteristics of any normal or abnormal content.
And the rectal finger is not only more efficient for the examiner, but it is also relatively safer for the patient. As the finger in this canal must pass behind a pyosalpinx or a tubal pregnancy, it recognizes with much greater ease the tense elasticity of the one or the soft throbbing bulge of the other. Warned by this, the opposing abdominal hand is prevented from exerting injurious pressure; and thus there is less risk of accidentally squeezing pus through the fimbriated extremity into the peritoneum, or of rupturing an ectopic sac.
Many things can also be recognized from the rectum, which the thicker and mnore resistant walls of the vagina render indistinct. A patient was sent to me in 1898 by Dr. Knapton, of Ruabon, a lady who had suffered for many years from pelvic pain, which was increased before and during the first few days of menstruation. For this reason both her ovaries had been removed during the preceding year by another surgeon, but the pain continued. Per vaginam, nothing but a small uterus could be felt, but with a finger in the rectum a calculus (shown) could readily be detected in the left ureter, in the lower end of which it was impacted. It was removed through the bladder, and all pain disappeared. It was a curious fact that even after its detection per qecturn the stone was still unrecognizable through the vaginal wall. Lately I have again seen a similar case, which was of course verified, before operation by means of the X-rays. In the earlier case such help was not available.
In another case, though of a different kind, the introduction of the rectal finger cleared up at once what at first appeared to be a considerable puzzle. A very able practitioner in Manchester some little while since requested me to see a patient who complained chiefly of acute pain in the anal passage, exacerbated by any attempt to defecate. The surgeon had naturally explored for fissure, but neither he nor I could find any such condition. The exterior of the anus, and as far as could be seen by separating the buttocks and requesting the patient to bear down, was normal. No sentinel pile could be seen. The whole exterior of the perineal region was natural in colour and conformation. Vaginal and vagino-bimanual examination gave equally negative results. Nothing abnormal could be felt or seen. Yet the patient was in exquisite pain, and naturally became impatient of what appeared to be our entirely futile exploration. Directlv, however, the finger passed into the rectum it recognized an abscess in the connective tissues lying laterally and behind, the upper limit of which was above the pelvic fascia and bulged strongly into the bowel above the sphincters. It had not as yet penetrated sufficiently near to the skin in the ischio-rectal fossa to be recognizable from without, and it lay entirely behind the vaginal wall, into which however-now that we knew where to look for it-we could recognize that it bulged slightly. At the operation a comparatively large tuberculous abscess was opened which had burrowed widely. I enquired of my friend why he had not previously inserted his finger into this canal. He said that he did not like to do so, partly because it was a dirty business, partly for fear of annoying his patient, but mainly because he had never been taught to do so by the teachers at his medical school. I have been surprised to find that many other practitioners give similar answers, and I venture to suggest that this method of obtaining information, which is sometimes very valuable, might well engage the attention to a larger extent than is at present the case of those who are responsible for the education of medical students.
The detection of effusions in Douglas's pouch and the recognition of their characteristics is much more easy through the thinner and more elastic rectal wall than through the vagina, though such diagnosis is rendered more certain if the rectal finger is opposed by one in the anterior tube. Tubercular nodules are easily recognized; the doughy, sluggish sensation produced by blood, the thinner, easily displaceable pus or serous fluid, the outline of a prolapsed tube or ovary, can be more easily followed than is possible through the thicker and more resistant vaginal fornix, and certain other points are also more readily detected. During the last month I was asked to see a patient with Dr. Lawrie, of Ramsbottom. Some months before a fibroid was said to have been removed by another surgeon. Dr. Lawrie was confident that when he first saw the patient a few days earlier a large mass occupied the right iliac fossa, and that there was relatively but a small amount of free fluid in the peritoneal cavity. On the morning of our visit, however, the abdomen was much distended and rendered quite tense by fluid which was evidently free, and through which no distinct nmass could be felt. She had been tapped already some-time before and dark-coloured fluid had been evacuated; it was not, however, clear, whether the fluid had been obtained from a cyst or from the cceloin, but a provisional diagnosis of some malignant or semi-malignant growth was made, and this assumption was greatly strengthened by the fact that digital pressure through the rectum upon Douglas's pouch produced well-marked pain. The abdomen was opened and a sarcomatous ovary found and removed.
It would be an impertinence if I were to say anything as to the ordinary modes of rectal examination before this Section, but in connexion with the question of mechanical assistance, perhaps I may be allowed to bring before your notice a modification of Allingham's well-known dilator, which I have had made for me by Messrs. Mayer and Meltzer, and which I find very useful. The short handles in the original I have had flattened and lengthened, so enabling the user to effect dilatation with more ease and at the same time to gauge the amount of resistance of the sphincter it is safe to overcome entirely by his own muscles and so to apply the distending force with greater security to the patient. Any degree of dilatation can be maintained by means of the ratchet and screw attached in the new model, whilst the operator's hand is at rest; care should, however, be taken, never to use this attachment for the purpose of applying the force it is capable of exerting, as by it the muscular fibres might easily be torn. With the proper use of this instrument there is no danger of this, and an admirable view can be obtained of the lower rectum, and various operations upon its walls can be carried out in full sight.
Another aid to examination has comparatively lately been added by the introduction of the proctoscope. With the aid of the inflating rubber bellows attached, the bowel may safely be explored in the kneechest position as far as the sacral projection, which is sufficient for most purposes. Mr. Mummery, I understand, succeeds in getting much further, and has figured the appearance of the left common iliac as it shows its pulsation through the posterior wall of the sigmoid. One admires his skill, but for practical purposes and in the hands of most men, I believe it is unsafe to attempt to pass the instrument so far. Even with this restricted use, much information may be obtained. The varying conditions of Houston's valves, inflammatory or ulcerative states, as well as growths of all kinds, can be clearly seen, and their extent, size, tendency to bleed, or otherwise react to the touch of a probe, can be more correctly estimated than in any other way. The elasticity, or au contraire, the stiffness and inability to dilate, of the rectal walls, can be gauged by inflation. The slightest resistance to the introduction of the tube when once past the sphincter should cause the removal of the obturator and should be overcome, if it can be overcome at all, in full sight, by altering the axis of the cylinder whilst inflation is going on. It should never be attempted whilst the obturator is in place, since the rectal wall, if diseased, may very easily tear without much warning. It is always wise to pass a finger into the rectum before using this tube, as the condition and nature of any obstruction is thus previously recognized.
Perhaps the most common rectal complication in gynaecological cases is that of h.emorrhoids, with or without prolapse. Hmmorrhoids are no doubt not very important in themselves, though often very troublesome to their unfortunate possessor, but they, as well as prolapse, may be very significant of pelvic disease higher up; it is therefore of the greatest importance that the presence or absence of any such disease should be determined before any operation for their relief is undertaken; and here again the value of the rectal finger in bimanual examination is emphasized. An impacted subperitoneal or other fibroid in Douglas's pouch, carcinoma of the cervix infiltrating the broad or sacro-uterine ligaments, still more carcinoma of the rectal wall itself, or inflammatory conditions implicating the broad ligaments, may all, by impeding the return of blood, produce sensations which suggest to the patient, and may be described by her as, " an attack of piles." All these possibilities should be considered, and, if present, their full force estimated, before any operation is undertaken for the relief of this outward manifestation of their presence.
Though perhaps somewhat outside the scope of this paper, may I be permitted to say a few words as to one small, though, as I think, important anatomical fact which appears to have been overlooked in the discussions which from time to time arise about hoemorrhoids?
Haemorrhoids are, as everyone knows, dilated venules of one common plexus, the internal haemorrhoidal, which empties itself partly into the portal system through the superior hEemorrhoidal, and partly into the systemic system through the middle and inferior veins of the same name. Why do they dilate? Of course we all know the stock answers: obstructions above, systemic or portal, the fact that they are terminal veins without valves to support the column of blood above, the constant maintenance of the upright or sedentary position, &c. But without minimizing any of these, is there not another reason? We all know the tough submnucosal coat of the stomach and intestine, that resistant structure upon which we depend for the security of our sutures in such operatiorns as gastro-enterostomy or enterorrhaphy; we know that sutures which do not include this coat will probably tear out before solid *union has taken place, but that if they grip this coat they may be relied upon to remain firm and keep the tissues in apposition until solidarity is obtained. In this portion of the gut, however, where is this resistant coat? At or near the point where the middle haemorrhoidal veins pierce the muscular coat this tough submucosal layer meets the loose subcutaneous layer which has been carried inwards by the proctodaeum to blend with the lower gut during the development of the fcetus; they meet and there unite; the perineal portion of the haemorrhoidal plexus, that in which piles are found, lies below this line, and consequently in subcutaneous connective tissue -not submucosa. These veins naturally thus find much less resistance to their dilatation than they would were they seated in or supported by the tougher submucosa. And this fact is of importance in their surgical treatment. The extent to which the stratified epithelium, which marks the presence of skin, extends up the anal canal is shown in this photograph. It will be seen to run up to the level of Morgagni's valves. And the same factor-the presence of imperfectly developed skin and suibcutaneous tissue as a lining to the anal canal below Morgagni's valves-explains the intense pain experienced when one of these valves is torn down and the well-known ulcer or fissure results. The tissue laid bare is not submucosa which is supplied by sympathetic nerves, but connective tissue which contains systemic sensory nerves. Such fissures often cause symptoms which are, by the patient, referred to the genitalia, and many obscure cases of pelvic pain which cannot be cleared up by any examination of the genital organs have been demonstrated to have their true cause in such ulcers, which, if they not have extended to the anal margin, may not be suspected and cannot be seen without a speculum. And, in their surgical treatment, is not the electric knife, which not only divides but kills any exposed nerve-end and which occludes all open lymphatic spaces, indicated rather than the simple knife, which does neither?
Recto-vaginal fistulae are not frequent nowadays, at least in the North. When they do occur, they usually follow imperfect attempts at perineorrhaphy, especially if the rectal sphincter has been torn through and the surgeon, operating at the timne of parturition, has failed to recognize this or to properly approximate and retain in apposition the divided ends of the muscle. In such cases the formation of a fistula is generally the least of the damage done to and around the vaginal canal; the fibres of the levator ani and the thin but firm layer of pelvic fascia which normally intervene between the two canals, together with the transversi perinei, have all been split and have retracted to the sides of the pelvis. Fortunately, the measures adopted to repair the one lesion suffice to close the other. Almost every gyniecological authority has his own method of reconstruction. I think that, during my life, I have tried all the classic methods, and have had more or less frequently less-success with all. But some years ago Dr. Donald, of Manchester, kindly demonstrated to me a method, somewhat like that of Hegar, but more complete; since this, as the advertisements say, " I have used no other." As it may not be as well known as its merits deserve, perhaps you will permit me shortly to describe it.
It consists in the removal of a triangle superposed upon a second but truncated and much wider triangle of mucosa from the posterior vaginal wall; and the re-union of the tissues remaining in a special way. One important element in the technique is the introduction of sutures, pari passu, with the denudation, each suture being used to lift and draw forward the tissues next to be divided; that is, so far as the superior triangle is concerned. I believe that Dr. Donald also does this with the lower, but, personally, I have found it easier to complete the removal of the lower area of mucosa before introducing the lower sutures.
The apex of the upper triangle is placed in the middle line 3 cm. to 4 cm. below the external os, which is drawn forward by a vulsellum; from this point a line is drawn with a knife downwards and outwards on either side to points in the sulci on either side about 5 cmn. below the apex; the mucous membrane is detached from this area from above downwards for about 2 cm. and a suture applied through the cut edges; this suture is left long, and is utilized to draw the tissues forward whilst the next segment is freed; another suture is applied in the same way, the first cut short, whilst the second is used as before; the size of the triangle and the acuteness of its angles depend upon the amount of dilatation of the vagina. When the whole of this triangle has been removed and the gap left by it closed by sutures which only grip the opposed edges of the mucosa, the last suture being held so as to draw the parts sutured upwards and forwards, forceps are applied to the edges of the vulva at opposite points on the level to which it is proposed to close the vaginal opening. From these points to the central suture a line is drawn with the knife through the mucosa on either side, and all mucous miembrane below these lines is removed up to the skin edges in one piece. The tissues so laid bare are depressed in the median line by the left forefinger, which thus keeps the rectum out of the way and produces a V-shaped cavity, the sides of which are now united by silkworm gut sutures which, entering the mucosa on the left side, are passed deeply into the tissues on that side, picking up the pelvic fascia, emerge just above the rectum, cross over this and re-enter the tissues on the opposite side from below upwards, picking up the pelvic fascia on that side and emerge on the mucosa. When this suture is tightened it draws the walls of the V-shaped gap together, re-uniting the torn edges of the pelvic fascia. A succession of these sutures is placed in a similar manner until the skin edges are reached. These silkworm sutures are left long-any superfluous amount being cut away-so as to facilitate their removal three weeks later; the skin edges are united by catgut. Of course, if the sphincter ani has been divided originally, its divided ends are sought for and united just before the last two or three silkworm sutures are placed. In this way not only is a firm, thick perineum obtained, but any recto-vaginal fistula is also closed in the most effective way.
The mortality of this operation is nil, and, so far as my experience goes-an experience which dates back six or seven years-the results are perfectly good and lasting. In one case only was dyspareunia complained of, and this was evidently due to the fact that the outer opening had been closed too much. This can not only be easily avoided, but can be remedied with but little difficulty. In all such operations during the last two years, Webster's method of shortening the round ligaments has also been done in order to correct the retroversion which sometimes remains. By this combination almost the same status quo ante partum would appear to be' reproduced, an ideal which all aim at in plastic work. Above all, the uterus, whilst supported at the proper height and in the proper position, is not in any way " fixed." It has not lost its mobility nor its power of equable and safe development; the two fatal objections, to my mind, against all forms of ventrofixation. I am happy to be able to say that the additional round ligament shortening has also had no mortality, nor has it been in any case followed by ventral hernia; whilst in the, as yet, few cases in which a subsequent pregnancy has occurred, the labour has been normal, and no breaking down has occurred of the perineum so built up. I find that I have left myself no time in which to refer to the rectum as an avenue by means of which treatment of gynaecological disorders or post-operative shock may be carried out, but inasmuch as there is but little that must not be perfectly well known to the members. of this Section, that is the less to be regretted. Before sitting down, I should wish to thank the Section for the patience with which it has listened to what I feel has been a very inadequate presentation of this subject, the relation of the rectum to gyneecology.
DISCUSSION.
The PRESIDENT regretted that at so late an hour it was impossible to discuss as it deserved this important practical communication of Mr. Stanmore Bishop. Howard Kelly in his recent work on medical gynecology had drawn attention to the importance of a study of the rectum and its examination in gynaecology. It was unnecessary to emphasize the fact that in many cases, examination of the rectum revealed either an affection of the bowel itself, or elucidated some pelvic complication outside it. Many a blunder would be avoided if the birnanual recto-vaginal or recto-abdominal examination were carefully carried out. No gynacological examination could be said to be complete for purposes of diagnosis in which the rectum was not included. This was so obvious that it was superfluous to dwell upon it. In regard to rectovaginal fistula, he (the President) had successfully closed the largest fistulh, after vivifying the edges and freeing a fairly large margin of the vaginal wall, by closing the bowel opening by in-and-out sutures of twenty-day gut, carried through the rectal tunic so as to completely invert the denuded rectal edges. A purse-string suture was then placed, not too tightly, round the closed aperture, and finally the vaginal flaps were united over this by silkworm gut or "c elloidinzwirn."
Mr. MUMMERY, in answer to a question of the President with regard to the treatment of prolapse of the rectum, said that he had found very excellent results from the new operation which he described in the Lancet 1 about two years ago. This consisted in making an incision behind the anus, opening up the posterior rectal space and packing it lightly with gauze, allowing the wound to heal by granulation, the amount of separation and the area of the wound depending upon the size of the prolapse. Mr. Mummery stated that he had now operated upon nine cases by this method, and so far had not had a recurrence; and though of course it was a little early yet to say that no recurrence had occurred, one very severe case had been done now nearly six years, and in another case, although the prolapse had existed for certainly over fifteen years, no recurrence had occurred, though a considerable interval had elapsed since the operation. He believed this operation to be the best for prolapse of the first and second degrees, both on account of its simplicity, the absence of any danger, and the fact that it cured the condition by reproducing as far as possible the normal condition of the parts. With reference to Mr. Stanmore Bishop's paper, Mr. Mummery said that he did not approve of the dilator shown, and that personally he was very much opposed to the use of any form of mechanical dilator, preferring to use fingers alone, and that -in his own practice he found it very rarely necessary really to stretch the sphincters at all. With regard to the use of the sigmoidoscope, it was certainly difficult at first to pass the instrument into the sigmoid, but it was merely a question of practice and of learning the trick, when it became comparatively easy. When an instrument such as his own was used, there was no fear of damaging the bowel if ordinary care was taken and the instrument passed only by sight. The value of being able to see up to the middle of the sigmoid flexure could hardly be over-estimated, as, during the last year, he had seen no less than six cases, in which A lesion, otherwise undetectable, in this situation was diagnosed by means of the sigmoidoscope, and subsequently removed per abdomen. Mr. Mummery asked the opinion of the Society with regard to a form of stricture of the rectum, which he had not infrequently seen as the result of parturition. It occurred at a spot about 3 in. up the bowel, and he believed it to be due to pressure of the head during prolonged labour against the lower edge of the sacral prominence. I Lancet, 1910, i, p. 641. 
